The implementation of the community care changes throughout the United Kingdom from 1 April will mark the culmination of a series of major health and social care reforms. The avowed aims of achieving value for money and improved consumer choice through the introduction of competitive internal markets have yet to be tested. The political complexion of Scotland means that any proposed change to the NHS has tended to be greeted with a mixture of suspicion and resistance. As a result very few self governing trusts and fundholding general practices exist north ofthe border. And although Scotland has not had a wide reaching policy ofmoving psychiatric patients out of hospitals, community care for mentally ill people has advanced spontaneously.
Last October Lord Fraser of Carmyllie, minister of state for health and social work at the Scottish Office, announced what was described as "the last of the major building blocks for full implementation of the govemment's community care policy"'-the finance for provision of community care by local authorities in the coming year. A total of £41 m will be transferred from central govemment to Scottish local authorities in 1993-4 with a further £20m towards implementing assessment and care management. The Mental Illness Specific Grant, which had a tiny budget before 1991, will be increased to C21 m.
From the psychiatrist's perspective it is important to remember that these sums are "in support of not only the elderly, mentally ill, mentally handicapped and physically disabled people but also drug and alcohol abusers, homeless persons . .. mothers and babies in registered specialised accommodation, terminally ill people in nursing homes, people on probation and exoffenders in registered accommodation."' The sums of money are large, but so too is the level of need in Scotland.
Scotland has a population ofapproximately 5 ponsibilities under the Mental Health (Scotland) Act 1984. This report suggested the development of community teams with community psychiatric nurses based in primary care, and health boards were finally persuaded of the desirability of psychiatric units in district general hospitals.
Current problems
Some current problems reflect decisions made many years ago. In the 1970s, when comprehensive resettlement services were first developed and psychiatric wards were emptied by the steady resettlement of low dependency patients into group homes, the opportunity to close beds was not always taken. Instead a growing number of elderly demented people were admitted because of the local authorities' failure to provide alternative care. Thus, low dependency psychiatric patients were replaced by patients who required much higher levels of staffing without a commensurate increase in funding.
Over the past five years the pace of discharges from psychiatric hospitals has accelerated as elderly patients have been transferred to the community. In fact they have been moved into nursing homes funded by the Department of Social Security. This raises the question of what constitutes the community. Do the private "nursing homes" such as that with up to 240 beds on one site proposed for the West of Scotland really count as community care? If such a home places its residents under the care of a consultant psychiatrist, surely it should be called a hospital. If the consultant withdraws and the residents come under the care of a general practitioner, who might from time to time call in a psychiatrist, the home is called a nursing home in the community. This seems similar to the semantic juggling reported by Jones and Poletti when visiting Italy after the introduction of Law 180 in 1978, which forbade the admission of any new patients to mental hospitals.'4 They saw some "family homes" which looked like ordinary mental hospital wards and although patients in some wards were referred to as "guests," this did not prevent them from being confined by locked doors.
Some former long stay patients have been discharged to supported accommodation run by housing associations and others to hostels. It makes good sense for housing associations to buy several houses in adjoining streets for ease of monitoring and staff support. But these cluster developments have proved unpopular with local residents and with local general practitioners, who often feel relatively unsupported in taking responsibility for up to 20 recently discharged chronically mentally ill people. It is quite clear that community care developments in Scotland have failed to keep pace with discharge of patients and the closure of long stay beds, although the range of facilities has improved together with the liaison between the statutory and voluntary sectors. The number of community psychiatric nurses has increased, but nowhere in Scotland do their numbers approach those in many English districts. Day hospital places have also continued to increase, but in many districts clinical psychology services are underresourced. Finally, the impact of the SHAPE and SHARPEN reports on health boards' spending has been disappointing. Comprehensive resettlement policies were developed in the 1 970s-too latefor these patients at Larbert Asylum planning process. To redress the balance the Scottish Office held a workshop in Crieff in June 1992 on the role of the general practitioner in the primary care team. The chief executive of the NHS in Scotland, the chairman of the Scottish General Medical Services Committee (BMA), and 100 general practitioners held a vigorous debate on the need to clarify the role of the general practitioner in the assessment process, the need for training and education, and involvement in the planning process.
In many ways Scotland is in a strong position to benefit from the community care reforms. Because of the slower pace in the rundown of hospital beds than in England, there is a smaller pool of homeless former patients in the community and a larger reservoir of resources in mental hospitals, and now there is a greater possibility of discharging elderly patients to nursing homes. The close working relationship that has developed between psychiatrists and general practitioners8 should support general practitioners in their role as primary carers for former inpatients. The leave of absence arrangements allowed under section 18 of the Mental Health (Scotland) Act 1984 enables the psychiatrist and mental health officer to ensure a higher level of supervision of vulnerable patients in the community than is permitted under the Mental Health Act 1983. The community supervision orders proposed for England and Wales would permit a similar level of supervision if enacted."5
Implications for training
General practitioners already deal with up to 95% of identified psychiatric morbidity in the community without reference to specialist psychiatric services.", Increasingly they will be asked to take care of people with more serious mental illnesses. Although vocational training for general practice has been mandatory for almost two decades, only 40% of general practitioners registering with the General Medical Council have had a psychiatric attachment.17 General practitioners will require a higher level of knowledge and expertise in psychiatry than has previously been the case.
Psychiatrists may increasingly be working alongside general practitioners, but there are few training posts in community psychiatry. Consultant psychiatrists in Scotland do, at least, take an equal number ofpsychiatry trainees when they work in primary care settings.8 In England and Wales only half of all psychiatrists working in primary care are accompanied by trainees.9
Conclusion
Scottish psychiatric services have developed at a different pace and in a somewhat different form from those south of the border. In many ways Scotland is in a strong position to face the challenge posed by the community care reforms. In recent years, however, for financial reasons social work departments have restricted their work almost exclusively to statutory tasks, people with mental health problems having a very low priority. The new lead role for social workers as assessors and purchasers of community care will effectively remove any prospect of direct social work casework with the mentally ill.
The changes, however, come hard on the heels of the introduction of clinical directorates and new unit structures, the NHS internal market, and a reorganisation of social work departments. These reforms, untested by pilot evaluations, represent a leap of faith. It remains to be seen whether they tum out like "hunting the gowk." 
